Study Objectives: To evaluate patient characteristics and their association with adverse events in emergency department (ED) intubations.
Study Objectives: It is appropriate to discharge patients who present to the emergency department (ED) with symptoms consistent with acute coronary syndrome (ACS) with close outpatient follow-up if they are deemed to be low-risk. Patient compliance with follow-up in this population remains a challenge; little is understood about barriers to follow-up beyond associated demographic and social factors. We hypothesize that a patient's perception of their risk for cardiac disease and their trust in the emergency physician at the time of discharge impact compliance with follow-up in a low-risk for ACS chest pain population.
Methods: This is a prospective study of patients who presented to a large urban ED with chest pain who were discharged with a scheduled follow-up appointment at an acute response clinic (ARC). ARC appointments are provided to patients regardless of insurance status. All data was collected by in-person surveys administered prior to discharge from the emergency department. Subjects provided demographic information, completed the Short Assessment of Health Literacy (SAHL-E), the Trust in Physician Scale (TiPS), estimated their risk for heart disease, and were asked to report barriers to follow-up. Patients were followed via the electronic medical record to assess whether they attended their ARC appointment. Descriptive statistics were used to calculate differences.
Results: 70 patients were enrolled in this study. The average age of the cohort is 48.8 years and it is comprised of 54.3% women with an overall follow-up rate of 42.9%. Five patients cancelled their ARC appointments; 4 of these 5 patients achieved follow-up with an outside clinic, 1 patient was lost to follow-up. Patients who reported low self-perceived risk of heart disease, less than 10%, were less likely to show for their follow-up appointment than those reporting high self-perceived risk, between 10-99% (19% versus 46%, p<0.05). Seven patients reported 100% risk and were excluded from significance testing as they already carried a diagnosis of heart disease.
Additionally, low-trust in the emergency physician was associated with a higher followup rate as compared with medium and high-trust in the physician (52% versus 27.5%, p<0.05). Sex, age, employment, and insurance status were not associated with followup rate. 60% of patients reported having barriers to follow-up; transportation was the most commonly noted barrier (58.9%). Patients who reported barriers to follow-up and patients who screened positive for low health literacy did not have lower follow-up rates.
Conclusions: Patient perception of having a low-risk for cardiac disease and a high level of trust in the emergency physician at the time of ED discharge are associated with lower follow-up rates in chest pain patients. Patients may commonly mistake their negative ED work up as proof that they do not have cardiac disease. Research evaluating the impact of informing patients of their calculated risk for cardiac disease, as well as providing patient education about the value of outpatient follow-up on appointment compliance, is needed. Study Objectives: Emergency department cardioversion (EDC) of recent onset atrial fibrillation and flutter (AF) is an accepted management approach to patients with these arrhythmias. The ideal energy level for direct current (DC) cardioversion of AF patients has not been reported for the ED. This study examines the associations between energy levels and EDC success.
Methods: Patients undergoing EDC were identified though a query of hospital and ED electronic health data bases. Patient records were abstracted for cardiac rhythm, number of cardioversion attempts, joules per attempt, and post conversion rhythms. All cardioversions were performed with the same model Biphasic Defibrillator.
Results: A total of 348 patients underwent emergency department cardioversion for AF over a 64-month period, 306 with atrial fibrillation and 42 with atrial flutter. Of the fibrillation patients 271 (88.6%) were successfully converted to normal sinus Rhythm compared to 40 (95.2%) of the Flutter patients. (p¼0.149) Four patients had incomplete documentation of number of cardioversion attempts or joules used and were excluded from further analysis. Overall 262 (86.8%) of fibrillation patients received a single DC shock compared to 40 (95%) of flutter patients (p¼0.26). Additional EDC attempts for fibrillation patients included: 2 attempts in 29 (9.6%) and 3 attempts in 11 (3.6%). For the flutter patients 1 (2.4%) received 2 attempts and 1 (2.4%) received 3 attempts. The most common initial energy level for fibrillation patients was 200 joules used in 278 (92.0%) cases, with the same initial energy level used in 37 (88.1%) Flutter patients (p¼0.50). For fibrillation patients receiving a second EDC attempt the most common energy selected was again 200 joules used in 21 (52%) of patients while in those receiving 3 EDC's, 4 (36%) received 300 joules, 4 (36%) received 300 joules, 2 (18%) received 200 joules and 1 (9%) received 285 joules. For the 2 multiple EDC flutter patients, 1 second attempt was at 250 joules and the other at 300 joules. The single flutter patient undergoing a third shock received it at 360 joules. The conversion to normal sinus rhythm success for different energy levels and attempts for atrial fibrillation is presented in Table 1 . Atrial flutter cases are not include in the table because all but 2 cases were converted at 200 joules or less.
Conclusions: For patients undergoing emergency department cardioversion for atrial fibrillation or flutter an initial attempt at 200 joules should be considered. If unsuccessful then repeat attempts should consider energy levels over 300 joules. 
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